Aims and Objectives: This paper looks at factors affecting structural empowerment among nurse aides (NAs). Background: Structural empowerment can be defined as the actual rather than perceived ability to make autonomous decisions within an organization. Given the paucity of research on the subject, this study helps to close the gap by identifying factors that affect NA empowerment, that is, decision making among certified NAs. Method: The data for the study comes from self-administered surveys distributed among direct-care workers (DCWs) in 11 nursing homes (NHs) in a southern state in the United States. Four OLS Regression models were used to analyze the effect of demographic predictors, personal factors (competency, burnout and positive attitude) and structural characteristics (coworker and supervisor support, information availability and participation in decision making) on decision making. Results:
INTRODUCTION
Between the years 1950 and 1980, the elderly population in America doubled, and simultaneously the number of nursing homes and nursing home beds also greatly increased (Day & Berman, 1989) . Since this time, the focus of nursing homes has changed from a medical model to a person centered model, with a goal of a more "attractive, enjoyable and beneficial" place to live (Cready et al. 2008) . Some of the initiatives have included the Eden Alternative, Green House Project and LEAP (Learn, Empower, Achieve, and Produce Training). All of these strategies have employed the idea of nursing aide (NA) empowerment with the rationalization that NA's are in the best position to make informed decisions because they have the first-hand knowledge of their residents (Yeatts & Cready 2004) .
Unfortunately there has been relatively little research focused on the factors that enhance NA empowerment. This paper helps to close the gap by identifying factors that affect NA empowerment, i.e. decision making among certified NAs. Provided below is a precise definition of empowerment (psychological versus structural) followed by a brief review of literature, examining NA empowerment.
Empowerment: Psychological versus Structural
Two dimensions of empowerment have been identified-psychological and structural/organizational. Psychological empowerment refers to an individual's feeling or perception of his/her contribution to the workplace and typically includes (i) meaningfulness of the work, (ii) perceived competency or self-efficacy, (iii) one's self determination and (iv) one's perceived impact on outcomes (Thomas & Velthouse 1990; Sprietzer 1995) . More specifically, the concept of 'meaningfulness' entails the value attached to the work in accordance with individual standards attached to it , while 'competency or self-efficacy' includes individual conviction in self capabilities (Sprietzer, 1995) . 'Self-determination' refers to proactive efforts that go into initiating a procedure in the workplace and being able to persistently follow it through. Finally 'impact' refers to the individual perception that she/he is able to make changes and produce outcomes and is the reverse of perceived helplessness (Sprietzer 1995) .
Psychological empowerment is thus largely affective-cognitive in nature and refers to one's 'perceived' sense of being able to make a difference in the work place.
Structural empowerment can be defined as the actual rather than perceived ability to make autonomous decisions within an organization. Mills and Ungson (2003) define structural empowerment as an employee's ability to make decision making and have the authority to plan and execute an appropriate course of action without having to consult with an immediate supervisors. In providing a generic definition, Siebert et al., (2004) refer to structural empowerment as "autonomous decision making capabilities". In the next segment, the likely predictors of structural empowerment/decision making in nursing homes will be examined briefly.
REVIEW OF LITERATURE: DETERMINANTS OF DECISION MAKING AMONG

NA's
A review of the literature suggests that there are demographic as well as personal versus structural characteristics that impact decision making. These probable determinants of decision making among NAs include gender, burnout, positive attitude, competency, information availability, coworker and supervisor support, and participation in decision making.
Demographic determinants
Gender in the workplace. It is not unreasonable to assume that gender affects a person's level of decision making. Nursing is often thought to be a feminine profession. Even within the domain of health care, there is an expectation with regards to the gender of the nurse practitioner.
For instance, when a sample of both male and female nurse practitioners and physicians watched videotaped interactions between health care providers and their patients, the underlying assumption was that men were physicians and women were nurse practitioners (Horman, et al., 1987) . A collaborative relationship between the nurse practitioner and the physician does not alter the initial gender stereotypes (Horman, et al., 1987) . There is some evidence to the fact that men are preferred to be seen more as leaders over women, or the fact that both men and women prefer to work with men, rather than women . It seems safe to assume that irrespective of the clustering of women in nursing, the traditional decision making roles would still be contingent on the gender of the NAs. This leads to our first hypothesis:
Gender affects the extent of decision making.
Control variables:
In addition to the main predictor variables specified above, demographic predictors including race, education, seniority in terms of age, marital status and number of children will also be taken into consideration while examining the overall determinants of decision making among NAs.
Personal determinants
Positive attitude of NAs. Positive attitude (also referred to as positive affect) has been reported to have an effect on decision making. Cohen and Pressman (2006) refer to positive affect as: "feelings that reflect a level of pleasurable engagement with the environment, such as happiness, joy, excitement, enthusiasm, and contentment" (Cohen and Pressman 2006) . Positive attitude has been associated with stepping outside the boundary to help, less confusion about the work scenario and a greater knowledge of the situation (Isen, 2001 ). Since individual decisionmaking involves being able to act on one's own, positive attitude can potentially influence decision making.
Overall, positive affect refers to a sense of belonging to the workplace from which, an overall sense of gratification can be derived. For the purpose of analysis for this paper, the concept is limited to a sense of optimistic attitude that is derived from personal accomplishment in the workplace. NA's who exhibit positive attitudes can be expected to show more willingness to cater to the personal needs of nursing home residents, and thus more willing to make decisions about their well being H 2 : Positive attitude positively affects decision making.
Emotional exhaustion:
A high level of burnout has its effects on helping professions including nursing (Cordes & Dougherty 1993) . Research has demonstrated that burnout takes its toll on staff turnover, absenteeism and decrease in the quality and quantity of care, negative attitude towards client and coworkers, as well as lack of commitment (Cordes & Dougherty 1993) . Given the extent of damaging consequences of burnout, it is likely to limit effective decision making among NAs.
Overall burnout is assessed to be an important deterrent in all kinds of work places (Toppinen-Tanner et al. 2002) . The emotional aspect of burnout refers to the fatigue that results from being overworked (a situation, which can apply to nurses given the magnitude of the workload they deal with). Although exhaustion (emotional), cynicism (depersonalization) and professional efficacy (personal accomplishment) are assessed to be three different dimensions of burnout, research into the sequential processing of burnout (Maslach & Jackson, 1981; Maslach, Jackson, & Leiter, 1996) , has validated exhaustion or emotional dimension of burnout as the likely precursor of depersonalization, which finally renders itself to lack of personal accomplishment (Toppinen-Tanner et al. 2002) . Alternatively put burnout, which starts with emotional exhaustion, precedes a feeling of detachment, which precedes lack of attainment. One yardstick of workplace attainment could include decision making, since it is pivotal to nursing home practice. In effect, emotional exhaustion or burnout thus could impact decision making.
For the purpose of the current analysis the emotional aspect of burnout (exhaustion) will be singled out as antecedent to decision making. It seems reasonable to assume that in the presence of high levels of burnout, effective decision-making cannot be achieved. Competency. Kanter (1989) has argued that the development of decision making and front line roles, will be half realized without adequate training and education. For instance, in the early years of HIV/AIDS in America, community health nurses were deemed appropriate leaders who could disseminate important information on the subject, after receiving training in the area (Henke Jones 1988) . This training pertained to leadership in clinics, industry, schools and homes and their competency was thus assessed to be cardinal in creating AIDS awareness on college campuses (Henke Jones, 1988) .
It is safe to assume that leadership includes timely and autonomous decision making among nurses when they are the frontline workers. Yet in the absence of acquired training, nurses would not feel competent enough to fulfill these obligations. A quasi experimental design was used to assess the importance of professional competency in determining self-efficacy and individual effectiveness among nurses (Gibson 2001) . Findings suggest that self-efficacy and individual effectiveness were higher among nurses who received training in comparison to those who did not (Gibson 2001) . In yet another instance, nurses in Uganda have not only expressed the importance of sustained training in management and acknowledged the importance of leadership beyond nursing, but have also been more reluctant to identify themselves as leaders based on inadequate education in the field (Ziegler, et al. 1997 ).
H 4 : Competency positively affects decision making.
Structural determinants
Information availability. Information exchange has been reported to be an important factor allowing for decision making. For example, Barnet (1983) discusses, the profession of nursing in its current status, entitles nurses to a sense of "freedom to gain information." Information pertaining to techniques or methods of seeking solution, which are patient centric in nature, is very important for educated decision making (Barnet 1983).
The nursing home represents one of the more complex arenas where decision making is largely based upon effective communication. The limited nature of quick telephone based consultation between physicians and nurses, or the nurse having to step in without adequate information, leads to ineffective decision-making (Kayser Jones 1995) . Rathwell and Burns (1985) argue that distributed decision-making is contingent on "transactions and conversations between groups with different interests and perspectives". The authors further argue that exchange of information is pivotal for cooperation since different groups might not share the same interest or priority (1985) . Retrieval, generation, sharing and usage of information are central to distributed decision making in an organization (Rathwell & Burns 1985) . In addition, has suggested that effective information flow, needs to be in place in order for "Front Line Workers" such as NAs to be able make work related decisions.
H 5 : Information availability is positively related to the extent of individual decision making among NAs
Support of coworkers and supervisors. Support from the medical community (co-workers and supervisors) has been reported to be important for decision-making. It is reasonable to suspect that co worker and management support directly affects a NA's ability to make decisions.
Without support from peers and supervisors, CNAS making decision would be unable to carry out the decision making process.
The reinforcement of supervisors and peers has a positive effect on authority and decision making, when nurses are in charge. In the modern parlance of organizational management, argues that the nature of relationships in an organization is more horizontal than vertical, and managers need the "tacit approval" of other key figures in an organization--this can used as a resource for power and authority. In the context of the nursing profession, the Block Nurse Program in Minnesota brings care into the homes of chronically ill individuals (Martison, et al. 1985) . A nurse attends to several homes within the same vicinity and is supported by physician, social workers and other members of the medical community. (Martison et al. 1985) .
With this support the nurse is able to make health related decisions regarding the individuals. This suggests the following: Shared governance. Over the years shared governance (also referred to as participatory decisionmaking) has become an important addendum to the workplace environment (Hess 1995) . It is logical to assume that nursing homes, which inculcate this collective authority structure, are more conducive for autonomous decision-making processes. Shared governance or collaborative decision-making can be regarded as an important prelude to individual decision making. Nursing homes that have encouraged NA participation in collaborative decision-making are likely to buttress their independent decision-making capabilities. Cohen (2002) in his work the "Modern Times" compares two models of management that has increased worker productivity in the nineteenth century--the 'Fordian' which looks at wage enhancement as a means to increase work morale, versus the more recent 'Toyota' model which looks at a more 'bottom-up' labor participation technique in production process. In comparison to the Ford model, the Toyota model has enhanced worker participation in the more recent years and also accounts for the relative success of the Japanese industry (Cohen 2002) . Hess (1995) provides an interesting perspective on shared governance-the fact that it entails a totality of power, control, authority, and influence (Hess, 1995) . In the domain of nursing, shared governance takes away from the rigid hierarchical structure of organization (which separates management from professional practice) and instead, bestows partial authority to the nurses. The important discretion for shared governance is controlled practice. (Hess 1995) .
Controlled nurse practices include a wide array of practices, one of which is decision-making (Kramer et al. 2008) . The outcome from engaging in decision making is important in delivering quality care and in contributing toward a sense of fulfillment (Kramer & Schmalenberg 2003) .
For the purpose of the current analysis, participation in decision-making processes, (rather than individual decision-making which is subsequent to it) will be regarded as an indicator of shared governance. 
METHODS
Data collection procedure. The data for this study come from a larger research project designed to examine CNA empowerment. Using a self-administered survey instrument, directcare workers (DCWs) were surveyed at 11 nursing homes (NHs). The questionnaires were distributed to the DCWs during a staff meeting. For those DCWs who did not attend this staff meeting, a researcher later attempted to locate each DCW individually during her or his working hours and requested her or him to complete the instrument. In some cases, this included visits to the NH very late at night or very early in the morning. In a few cases where a DCW was difficult to reach, the instrument was left at the NH and then picked up at a later time by the researcher. Descriptives (mean, standard deviations and percentages) for all the variables, bivariate (correlation) and multivariate (OLS regression) relationships among the predictor and dependent variable was examined using SPSS. For all four regression models, dummy variables representing nursing homes were included to hold constant the potential effects of the facilities on decision-making. Nursing home 7 with the highest number of respondents was used as a reference category.
The demographic characteristics include age, highest level of education (continuous measures), sex, number of children at home, marital status and race. Dummy variables were created for race with "Whites" as a reference category. Similarly, for gender, female was used as a reference group. Marital status was recoded into "In a relationship/Married" and "Single", with Single as reference category.
Among the demographic predictors, the mean age reported among the nurse aides is about 37 years (Appendix Two). On average, respondents reported having almost 12 years of formal education. The average number of children at home is 1.52. The number of females in the sample (85.5%) outnumbers men substantively (12.4 %). There were more Blacks represented in the sample (43.3 %) than Whites (38.2 %) or Others (9.7%). Some of the "Others" were affiliated with Non White Hispanic/ Latino/Spanish lineage as well as individuals who were immigrants from other nations. In addition, majority of the respondents (49%) reported being in a relationship/married.
An examination of the predictor variables revealed that most respondents score high on competency (4.22 on a scale of 5) as well as on the extent of self-reported positive attitude (almost 4.0 on a scale of 5). Scores for coworker and supervisor support are moderate (3.66 and 3.33 respectively), followed closely by information exchange (3.09). The average score for participation in shared decision-making is little less than moderate (2.59). The average score for burnout is also low (2.55).
The average score for decision-making among nurse aides (the main dependent variable) is also moderate (2.83)--that is when averaging the item responses from statements as "CNAs decide the order in which to do things" and "CNAs decide procedures for getting residents to the dining room", the average response was between 2.0 (disagree) and neutral (3.0). Table One shows four regression models. Model One includes only demographic/control variables, Model Two includes personal and demographic characteristics. Model Three incorporates structural, personal and demographic variables while Model Four removes the control variables (except race-which had a significant effect on decision-making).
FINDINGS
Model One shows that being Black was negatively associated with decision-making. In comparison to Whites who are the reference category for race, Blacks were less prone to making decision in the work place (Bivariate relationship between Blacks and Others was also significant --See Appendix C). In Model One, none of the other variables including gender, age, education, number of children and marital status or the dummies for nursing homes had a significant effect on the extent of decision-making. Thus, Blacks was the only demographic variable that explained decision-making. The adjusted R square reported was .03-only three percent of the variation in the dependent variable decision-making could be attributed to the changes in the demographic predictors.
Model Two accounted for the effects of demographic and personal predictors on decision-making. Two of the three personal characteristics were significant in Model Two: burnout and positive attitude. Burnout is positively and significantly associated with decisionmaking-the higher the extent of burnout, the higher the extent of decision-making (every level increase in self-reported burnout increased decision-making by almost .17 units). Of all the predictors reported in Model Two, the Beta was the highest for burnout (.20) demonstrating that burnout impacted decision-making the most. Likewise for positive attitude, the higher the scope of positive attitude brought into the profession, the higher the extent of decision-making, controlling for demographic and other personal attributes (However--among the personal characteristics, the only significant bivariate association was between burnout and decisionmaking-See Appendix C). In addition, even when personal characteristics were accounted for, Blacks, continued to exhibit a negative and significant relationship with decision-making. The adjusted R square in this model slightly increased from .03 in Model One to .07 in Model Two.
This however was not a significant increase as illustrated by comparison of the computed F statistic for checking exclusion restrictions (Woolridge, 2000) to the observed F value (from the F Table for p= .05) (See Appendix D). Thus, the additional personal characteristics in Model Two fail to contribute significantly to variations in the dependent variable.
Model Three accounted for the effects of demographic, personal and structural characteristics on decision-making among nurse aides. In Model Three, the previously observed effects for Blacks were no longer significant. The unique effect of one nursing home facility was also significant (not shown in table), indicating that this particular nursing home had an unusually number of high nurse aides who made decisions on their own. Further "Others" as race had a significant impact on decision-making. In this case, NA's who belong to "other" races are more likely to make their own decisions in comparison to "white" nurse aides.
Two of the four structural variables-supervisor support and participation in shared decision-making had a significant effect on decision-making, controlling for other Theoretical implications. In contrast to gender, which was assumed to be an important predictor for factors affecting decision-making among nurse aides, race was taken into consideration only as a control. Yet in all the models, gender does not have an impact on decision-making (unlike the occupational trend in medical work reported by , Horman, et al. 1987 . The null for hypothesis one cannot be rejected. In comparison, in all three models, either Blacks (for Model One and Two) and "Other" Races (Model Three) transpired as significant factors. One explanation of lesser investment in decision-making by Blacks can be connected to lacking control over resources that enable decision-making. This alludes to the entire minority experience of being clustered in subordinate statuses and low end jobs with little possibility of actual advancement (Doeringer & Piore, Dickens & Lang 1975 , Healey, 1975 . In comparison, despite the slight presence of 'Other' races in the sample (besides Black and White), a substantive proportion of this sub demographic constituted of more recent immigrants from aboard, a higher percentage (60 percent) of whom identified with Spanish/Hispanic/Latino lineage. Getting immediate goals accomplished through decision-making, could be a potential means of upward mobility for this particular group. In comparison, individuals from the United States (both Blacks and Whites) are less likely to take such chances being accustomed to the methodical design of any organization.
Among the personal characteristics-burnout, which was significant in Model Two was also significant in Model Three and Four. Thus hypothesis Three was partially validated (the direction of burnout predicted was opposite). This unexpected direction of the findings can be attributed to the fact that when nurse aides get emotionally burnt out from the ritualistic modus operandi and waiting around for more instructions, under the circumstances they got more proactive and made autonomous choices on their own. Decision-making in this regard is an exodus from preexisting occupational fatigue that comes from optimally structured practices.
Although Cordes and Dougherty's (1993) research discussed the negative effects of burnout on staff turnover, absenteeism, quality of care and lack of commitment, this research demonstrates an opposite effect of burnout on nursing home practice--higher levels of burnout was likely to render itself into higher propensity to make decisions.
Among personal contributors, either positive attitude or acquired competency fails to have an overall impact when all three types of determinants (demographic, personal and structural) are factored in. In comparison to Model Two, positive attitude was not significant in Models Three and Four. The null for hypothesis two for positive attitude and hypothesis four for competency thus cannot be rejected. In contrast to Isen's (2001) articulation of positive attitude as ensuing self-reliance and other demonstrated evidence of competency enhancing health care delivery (Kanter 1989 , Henke Jones 1988 , Gibson 2001 , and Ziegler et al. 1997 , neither of the variables contributed to nurse aide empowerment through decision-making in this study.
In the structural realm, supervisor support and participation in decision-making shares a significant relationship with decision-making. Hypothesis six receives only partial validation since coworker support does not, and supervisor support alone--effected decision-making. Thus, positive endorsement from superiors rather than peers, was likely to render itself into autonomous decision-making. The fact that "tacit approval" of other key figures in an organization is a resource for power and authority is reiterated by the fact that supervisor support was pivotal for nurse aide decision-making. Analogous to predicted hypothesis (seven), participation in decision-making had a positive and significant association with individual decision-making. Exposure to shared decision-making with management and supervisors obviously enhanced their levels of confidence in being able to initiate such objectives. Consistent with established trend of research (Hess, 1995; Kramer, et al., 2008; Kramer & Schmalenberg, 2003) shared decision-making goes a long way in establishing individual autonomy.
In the final model, information exchange had a marginally significant and negative relationship with decision-making (p = .09). Counter intuitive to the direction of the predicted hypothesis (five) and trend observed in literature (Kayser Jones 1995 , Rathwell & Burns 1985 , greater availability of information suggested more protocols, more rules and directions to follow. Instead, individuals who intend on being more upbeat about their situations are likely to go ahead and make the decisions without explicit instructions and up to date information. In this regard, information exchange and burnout complement each other. However in Model One, Two and Three information exchange does not have a significant effect on decision-making. The null for hypothesis five thus cannot be rejected.
The overall theoretical implications include the importance of exploring race as one of the central determinants of structural empowerment among nurse aides, specifically because the profession is characterized by high minority participation. In addition, the nature and type of burnout that propel decision-making needs to be examined in depth because positive mindset or acquired competency, irrespective of being formal and informal credentials brought into the profession, does not contribute to decision-making. In the structural realm, ongoing scholarship that looks at both supervisor support and shared authority structure as separate and allied concepts conducive to nurse aide empowerment, warrants consideration.
Practical implications. There are three important practical implications for this research.
Race plays an important role in structural empowerment: among "other races" minority affiliation enhances decision-making, while for Blacks, race could work as a deterrent. Similar to the instance of "other" races, decision-making capability also has to be encouraged among the minority demographic. This can be fostered by direct supervisor support as well as soliciting shared governance since the structural contributors in general has proven to be effective. Second, irrespective of the years of competency and training or very positive mind set brought into the profession, it is occupational fatigue that is driving nurse aides into self-reliance. A caution needs to be exercised here-too much of burnout propelled by the exhausting modus operandi of nurse aides can also have a detrimental impact. Rather than encouraging autonomous decisionmaking, they might be instigated to exit the organization or their current professional roles. Thus continuous positive endorsement from supervisors, as well as more inclusive work environment where the nurse aides are exposed to shared decision-making, could make possible personal growth. Administrators should also buttress the importance of horizontal team formations that enhances cooperation and positive feedback among the nurse aides. Put together, these structural initiatives would bolster nurse aide empowerment that in turn leads to better quality of care in a nursing home setting. (ii) F test for comparing Models Two and Three:
.234-.146/4 =.088/4 = .022 = 6.6 (F 2 ) __________ _____ ___ 1-.234/ (243-14-1)
.766/228 .0033
Comparing the obtained F statistic (6.6) with the observed F from the F table for q= 4 numerator degrees of freedom, and 228 = denominator degrees of freedom, F observed is 5.63 (p = .05). The computed F statistic is higher than the observed F and therefore the null hypothesis (N 0 = structural characteristics does not contribute significantly to exploratory power of Model Two) was rejected. .766/228 .0033
Comparing the computed F statistic (1.03) with the observed F from the F table for q= 5 numerator degrees of freedom, and 228 = denominator degrees of freedom, F observed is 4.36 at (p = .05). The null hypothesis that Model Three provides a better explanation for variations across the dependent variable, in comparison to the limited Model Four could not be rejected.
